of the main trunk could be technically excellent, but a distal embolus could result in unrecognized bowel infarction. Likewise, use of a covered stent could occlude branch vessels, exacerbating the ischemia.
No proven mortality advantage with endovascular treatment. Few studies have directly compared endovascular vs open surgical repair for AMI, and we are unaware of any randomized trials. All studies to date have inherent selection bias that dictates which approach is chosen for treatment of an individual patient. Included in such bias are the patients' presenting findings, comorbid conditions, physical examination findings, and expertise of the treating physicians. It would seem that in studies comparing the open and endovascular approach for AMI, open repair is preferentially chosen for patients who, based on presentation, have infracted bowel. In this patient population, these are patients who are likely to be more critically ill at the time of presentation. As such, it would be expected that they should fare worse than the patient who would seem to tolerate the additional time required to re-establish flow with endovascular approaches. Yet, the small studies that are available show no difference in outcome and specifically fail to demonstrate improved outcome with patients treated with an endovascular approach.
CONCLUSIONS
Endovascular treatment has made significant advances. It is now possible to use such techniques for the treatment of AMI. However, the question is not whether it can be done, but should it be done? Although some selected patients will do well with an endovascular mesenteric revascularization, in general, we conclude that there is no proven benefit to an endovascular approach for patients with AMI and, in fact, suggest that such an approach may actually place patients at risk for increased morbidity and mortality. Until there is an accurate way to assess for the presence of bowel infarction, it would seem that the safest approach in the care for these critically ill patients is definitive open revascularization with an assessment of bowel viability. Liberal use of second-look laparotomy for questionable bowel should be encouraged to preserve bowel length and avoid the complications of short-gut syndrome and to identify infracted bowel before perforation and contamination occurs.
